A Method of Suprapubic Hysterectomy for Good Operators and Bad Fibroids. by Eastman, Joseph
A METHOD OF SUPRAPUBIC HYSTERECTOMY
FOR GOOD OPERATORS AND BAD
FIBROIDS.
Read in the Section on Obstetrics and Diseases of Women, at the Forty-
sixth Annual Meeting of the American Medical Association,
at Baltimore, Md., May 7-10, 18S)5.
BY JOSEPH EASTMAN, M.D., LL.D.
LATE PROFESSOR OF ANATOMY, AND NOW PROFESSOR OF DISEASES OF
WOMEN AND ABDOMINAL SURGERY IN THE CENTRAL COL-
LEGE OF PHYSICIANS AND SURGEONS, ETC.
INDIANAPOLIS, IND.
The lines of sound surgical principles converge
toward perfection of technique in operating and the
ideal operation. The proximity to the ideality of an
operation is in direct ratio to the simplicity of its
technique and the results obtained. Ideal results in
suprapubic hysterectomy are best secured by ideal
operators with ideal surroundings, upon ideal pa-
tients with symmetrically formed pear-shaped tumors.
I serve notice, in this presence, on those engagedin discussing the technique of hysterectomy that
they can not have the last word until their means
and methods shall deal with fibroid tumors, regard-
less of their morphology or pathologic condition, nor
until the average operator shall advise the removal
of fibroids as unhesitatingly as he does an ovarian
cyst.
Despite the efforts of some to name a distinct
method of operating because a flap is made here, or
a ligature placed there, the problems of suprapubic
hysterectomy are rapidly nearing their solution.Those engaged in the work are divided into but two
classes: 1, those who have been and are yet satisfied
with forming a pedicle and fixing the same in the ab-
dominal wound; and 2, those who are not satisfied that
this method was the best that could be devised, and
have been earnestly endeavoring to reach some method
which shall disregard the morphology of tumor, of
broad ligaments, and the location of uterine arteries.
Those workers who have been wedded to the serre-
nceud in abdominal fixation method have not empha-
sized, as they should have done, the important fact
that the serre-noeud is quite as much for the adjust-
ment of tissues as to control hemorrhage. When the
broad ligaments are properly tied off, the main source
of hemorrhage (in an average case) is shut off. On
the other hand, the teaching that the uterine artery
can always1 be found in the broad ligaments and tiedin a definite way, retards progress, and has in the
past and will in the future be the means of sacrific-
ing lives in the hands of beginners and those not
familiar with the anomalies of arterial distributions,
morphologic changes and pathologic conditions foundin and about the fibroid uterus.
Anatomy, from the book of nature and not from
the paper books, is the keystone of the arch upon
which the principles of surgical progression shall
ever rest, and is nowhere more important than in
hysterectomy. Some seven text-books which I have
examined on anatomy, state that the spiral or curl-
ing branches given off from the uterine arteries reallypenetrate the tissues of the uterus including its cer-
vix. With this idea of penetrating arteries, surgeonshave many times ligated and severed a single uterine
artery in different places because of its zigzag course
at the side of the uterus, the operator thinking he had
1 Dr. Etheridge, of Chicago, cuts a slab off the sides of the uterusbefore clamping broad ligaments.
secured a distinct vessel each time. I have peeled off
the uterine arteries from the sides of the uterus leav-
ing them in the pelvis of the woman, and cut off the
cervix with little or no hemorrhage. This was for
the purpose of proving how few ligatures could be
used. It is well known to every gynecic surgeon that
a nodular mass in a fibroid uterus can be peeled out
of its capsule without ligating a single artery. What
I have stated regarding the nourishment of the nod-
ule by its network of capillaries and not by the pene-
tration (for surgical purposes), holds true with refer-
ence to a uterus disorganized by fibroid tumor or
tumors, no matter how large or how small—not only
the fibroid uterus, but the normal uterus as well—
not only the uterus but its entire cervix down to the
external os. The uterine tissue may be penetrated
by small capillaries, but I am convinced that it is
not penetrated by arteries worth considering (as such)1
surgically.
This anatomic fact being established, the operator
Figure 1.—Fifteen pound tumor growing from anterior cervix.
who favors leaving an extraperitoneal but intrapelvic
wound, having temporarily clamped the broad liga-
ments, proceeds without fear of hemorrhage from the
uterus or its neck, to peel off the anterior and poste-
rior flaps, and enucleate as much or as little of the
cervix as he desires, keeping between uterine artery
and uterus. He who expects to use the serre-noeud,.
having secured the broad ligaments with their ova-
rian arteries, will also peel down the tissues around
the cervix, if the same be large, until he reaches apoint where it is smaller, to the end that the same
may be raised up to the abdominal wound without
undue tension on the pelvic tissues. So what hasbeen done on anatomic lines is really of great advan-
tage, whether we favor uniting our pelvic with our
abdominal wound, using the serre-nosud, or whether
we will leave an extraperitoneal but intrapelvic
wound. On several occasions, when I have presented
the subject of hysterectomy, operators have attempted
to prove that a pedicle could be made and fixed in the
abdomen in every case. Some have even gone so far
as to say they would not attempt in any case to fol-
low any other method. I have shown tumors and
photographs of cases where it seemed to me that
abdominal fixation of the pedicle would have been
very difficult if not impossible. Some three times in
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the past year I have been able to remove a fibroid
uterus with malignant degeneration of the endome-
trium, extending well out into the vagina. I will
report one of the cases:
Mrs. H., aged 51, was referred by Drs. Murry and Baird, ofAlbany, Ind., the former believing that for several years the
patient had had her pelvis and lower abdomen filled with afibroid tumor; the latter, by vaginal examination, diagnos-
ticating cancer of the cervix and endometrium. Both were
correct in their diagnoses. The operation was made in the
following manner: an incision made through the vaginal
mucosa, was carried around the cervix, extending a half
inch from any malignant ulceration. Iodoform gauze waspacked into this incision. The abdomen was then opened
and the tumor (nearly as large as the human head) was
lifted out of the abdomen. The broad ligaments were seized-
Figure 2.
and temporarily clamped as shown with these forceps. Hav-ing peeled down the broad ligaments and made anterior and
posterior flaps, we then secured the broad ligaments with
strong kangaroo tendons, cutting away the forceps. Thenpassing my staff up the vagina behind the cervix, with this
gouge we soon found our way posteriorly down on to the
staff and continued our enucleation right and left, (leaving
anterior surface near bladder to the last) until the entire
mass had been lifted out of the pelvis. We then brought
the serous lining of the pelvis over the stumps of the broadligament, and packing some gauze down into the vagina, we
made complete sero-serous approximation of the entire pel-
vic wound. The patient made a very satisfactory recovery.
I report this case in part, naming the attendingphysicians, to the end that I may at least be credited
with one operation where abdominal fixation with
the serre-noeud could not be considered, and where
leaving a piece of the cervix would have rendered the
operation positively useless. I have found a number
of such cases. If other operators have not, a time
will come, if they get cases enough, when they will.I would submit the following propositions for
discussion :
1. There are cases where total extirpation is the
only operation possible.
2. Ventral and pelvic extraperitoneal fixation beingthe only two methods worthy of consideration in aver-
age cases, which can be done in the least time.
3. Which operation gives us the greatest immunityfrom sepsis; (a), in abdominal wound; (6), in pelvic
wound.
4. And here let me add, it will require the lapse of
time and personal observation in a large number of
cases before I shall reach my final conclusions.
2 I do not favor beginning in the vagina. It is very difficult to make it
aseptic.
Does ventral fixation give us the greatest amount
of assurance against vaginal prolapsus, cystoceleand
rectocele? In pelvic fixation I have been bringing
the stumps of the broad ligaments well down, stitch-
ing them to the vagina, with a view of holding that
tube up as one's suspenders hold up their trousers;
but I repeat, sufficient time has not elapsed, nor have
I been able to observe a sufficient number of cases,
only a little over two hundred, to convince me that
the remaining pelvic organs will have sufficient sup-
Figure 3.
port with this fixation. So far as my observations
have led me to judge, where an atom of cervix is left,
vaginal prolapsus is greater than where it is totally
removed and vagina stitched to ligaments; the piece
of cervix seems to push down, rather than act as a
keystone to hold up. I can indorse no method as
being better than another, until time, which proves
all things and reveals the future with unerring cer-
tainty, shall have enabled me to make observation in
a large number of cases where hysterectomy has been
made both supra- and infrapubic, proving the merits
and demerits of different methods.
Hysterectomy will always demand the highest sur-gical skill. The head to plan and meet the surprises
which spring on us during an operation ; the eye to
see quickly the exact constriction of every ligature
and adjustment of every suture; the thinking brain
and facile finger, the two cooperating, and backed by
an indomitable will to speedily and skillfully perfect
the adjustment of the last suture with the same pre-
cision as the first, demand a combination of quali-
fications found only in the natural-born surgeon—
the master in the work.
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